established, not on practical grounds, but on solid philosophical ones.
The paper concludes with practical examples of a clinically-based medical ethics progranme following from the four principles.
Medical ethics has become a lively branch of medicine, philosophy, theology, law and related disciplines in the past twenty years. In fact the discipline has grown phenomenally. This growth has occurred in spite of some serious challenges to its helpfulness and eventual outcome. The development of medical ethics has now reached a stage which requires some articulation of its avenues for success and maturity.
As one step in such an articulation, I will present a thesis about the optimal growth of medical ethics. A simultaneous sketch of a clinical programme (or 'practicum' as we have called it) in medical ethics is discussed as a practical educational example of the thesis.
The thesis about medical ethics is, on the face of it, rather simple. The chance for helpful solutions to medical dilemmas and professional and personal accountability for making ethical decisions increases with an understanding ofthe medical situation. Mark Siegler has proposed a similar thesis, but has offered practical advantages rather than philosophical reasons for this approach." Since medicine is a practical, clinically based discipline, the thesis can be restated to read: medical ethics, in order to develop properly, should be clinically based. As a corollary, training for medical ethicists ought also to be clinically based. Physicians must, at the very least, be involved in a taining programme to provide clinical experience for them. It is for this reason that the clinical practicum is described.
The thesis is developed in the first section. First, I will examine a view about the aim and method of medical ethics which poses a challenge to the thesis. By contrast, I will then offer arguments against this view and in support of the thesis. Five views and responses will be covered. The second section contains substantiation ofthe thesis through an explanation of the clinical practicum. In other words, I intend the arguments presented to constitute a philosophy of medical ethics education. 3) Because medicine is practised by patient-physician interrelation and discussion, and is governed by clinical decision making, medical ethicists can only make useful recommendations on specific cases or classes of cases (moral policy) if they are present for the significant clinical moments in diagnosis, treatment, and management. 4) Medical ethics must incorporate an understanding of ethical theories while establishing new ones based on the developing character of modern medicine and our age.
The implication of each of these claims is that the training of serious medical ethicists must incorporate extensive experience of and reflection on the clinical practice of medicine. A corollary is that medical ethics is not a generalist discipline, as Callahan seems to believe (that role more properly belongs to a newly forming philosophy of medicine). It is a discipline of specialists. Hence it should not be regarded as a branch of philosophy, but a separate theory and practice not unlike medicine itself.
The four claims form the basis of the rest of this paper and the structure of the practicum: I) The ground of medical ethics in a philosophy of medicine;
2) The practical aim of medical ethics; 3) Settings for ethical issues which involve ethicists in the treatment of patients; 4) New ethical theories. bring other values than healing to the clinical context. However the norms do make possible attention to the formal conditions of medicine, which, if violated, destroy its aim of healing.
A clinical practicum in medical ethics
The point is that a philosophy of medicine, still in its infancy, can provide an intermediate set of norms governing the clinical practice of medicine without an appeal to more general ethical norms which are too remote from clinical realities.
Accordingly postgraduate students about to embark on the clinical practicum are trained at the University of Tennessee in Knoxville in philosophy ofmedicine. They study philosophy ofmedicine, the history of medical ethics, and medical terminology (to prepare them for their clinical exposure). A reading list has been established to this end.
While some of the practicum students are predoctoral graduate students from Knoxville and other universities, many are post-doctoral professionals who have been teaching or researching medical ethics for some time. The latter are presupposed to have the necessary background. All students are admitted to the practicum only after recommendation by an admissions committee composed of clinicians and philosophers in the Program on Human Values and Ethics at the University of Tennessee Center for the Health Sciences where the practicum takes place. Judgements are made on evidence of a suitable background education in philosophy of medicine, issues and interests in medical ethics, and clinical maturity.
THE PRACTICAL AIM OF MEDICAL ETHICS
It is the aim of medical ethics to contribute to the right or good medical decision. Clouser asserts that the aim is to contribute to a just society, but this should be considered more remote and proper to all human endeavour.18
In order to effect this aim, training in medical ethics must incorporate both the theory and practice of medicine. Clinical exposure is necessary at the very least for an understanding ofclinical judgement, the pressure to decide and its impact on medical and patient values, the art of the experienced clinician, and the role ofexperiment in modem clinical practice.
While ethics is a discipline which examines the language and value principles of the good, it must deal in a non-obtrusive but definite way with the clinical judgement about what is right to do with or for this patient.
Medical ethics becomes remote, more like pure ethics, insofar as it becomes removed from helpful, clinical concerns. While not demeaning more general interests, these are not the concerns of medical ethics, but of a more general philosophy of medicine as described above.
The clinical practicum is therefore designed for a miniimum of three months of clinical exposure.
Students are assigned to different and varying clinicians in all fields of medicine, from internists to family practitioners, from house-staff to geneticists, from haematological oncologists to nurse practitioners, from psychiatrists to intensive care nurses, from emergency room personnel to paediatricians, from social workers to surgeons. These assignments are made easier by cooperative arrangements with over six hospitals and family practice clinics totalling over 5,800 beds. In every setting, students are expected not only to learn about the different specialities and various clinical judgements. They are also expected to offer helpful insights to clarify and aid in deciding order of priorities of values, which Clouser enumerates as one role of medical ethics. The students are asked to enter into the treatment decisions for patients and to offer suggestions in many cases, especially those involving establishment of a moral policy.
These are some of the roles of the staff of the Program on Human Values and Ethics, which functions as an official advisory service at several of the hospitals involved. Since the clinical practicum is aimed at training medical educators who will teach pre-professionals or professionals, it is thought best to ask students to imitate the task of the philosophy staff of the programme. In this way, a practical solution is created in answer to the problem cited by Marquis.
SETTINGS FOR ETHICAL ISSUES
Ethical issues vary with patient values and the setting of the delivery of health care. Generally patient values enter decisions more extensively in family medicine than in a neonate centre. The value sets and priorities change as the setting shifts from primary to secondary to tertiary care. The kinds of health professionals also change. As the setting shifts from general to more specialised concerns, the kinds and degree of value questions change. Thus, life-threatening disease is treated in tertiary care settings where questions about life and death issues abound. Primary care settings reveal more dialogue with patients whose values enter the medical decision more directly.
No two cases are exactly alike in a primary care setting; classes of cases are similar in a tertiary care setting. Moreover questions of health policy, such as bone marrow transplantation, the moment of death, and so on, appear more often in a tertiary care setting. In order to reduce generalisations and bold assertions about medicine, students are exposed to services in a large hospital, emergency room and intensive care settings, as well as research medicine, primary care and secondary care services in the major fields of medical practice.
During the rotations through these services, students are guided by a clinical coordinator (usually a medical resident or senior clinician) who, in turn, works with location coordinators in each of the hospitals and clinics.
Familiarity with different settings produces a trend away from dangerous and false generalisations about medicine while raising important questions for further research. In every case, clinical exposure raises significant new insights and causes students to reformulate traditional ethical theory.'9 NEW ETHICAL THEORIES In order to ensure the philosophical nature of the clinical residency, the staff of the Program on Human Values and Ethics meets weekly with students to explore research topics, and conducts a weekly seminar on philosophical issues which arise from the clinical experience. Among issues discussed in one year were consent, what constitutes adequate information, a policy on use of life support machines, the nature of a resuscitation team, the critically ill patient, treatment for infection in a case of brain tumour, child-beating, the appropriateness of qualitative hedonism as an ethic for neonate treatment, the seriously ill child and research, and whether medicine is aimed at healing (whether all acts of medicine are moral), to give only a few examples.
Having exposure to the realms and specialities of medicine has led to a reformulation of ethical questions and a search for new theories. Students find that applying ethical theories such as utilitarianism, deontological and natural law ethics is no longer as simple as it once appeared. Medicine itself embodies these theories in various degrees and in different settings. No one ethical theory seems adequate to cover the many branches of medicine explored.
The experience of the inadequacy of previously formulated ethical theories to cover all aspects of modem medicine leads students to re-think their philosophical training, to form more critical judgements of the current literature in medical ethics which itself contains uncritical assertions and generalisations without basis in reality, and to attempt a creation of new theories of ethics. The latter, in turn, feed into the growth of a newly developing discipline, the philosophy of medicine. Perhaps most crucial to new theories of ethics for medicine is the status of health as a value, and its role in determining medical and ethical decisions.
As can be concluded, one's concept of medical ethics influences procedures for training medical ethicists who will in some way be medical educators. more weight is given to principles than to realities; conflicts among principles occur because they are derived from different, competing, moral systems; there is a lack ofrespect for the changing moral character of an age; and there is a lack of respect for the practical nature ofethics itself. This is not to say that analysing difficult ethical problems, such as abortion, from the standpoint of general ethical theories, such as the role against killing, is worthless. Such a process contributes to the general level of ethical discourse in a society. As such, it is extremely valuable. But it is not so valuable as medical ethics, which must have a far more practical aim. It would be best to balance position b) with d), such that applying principles would contribute to the creation of a moral policy, as was done by the National Commission for the protection of human subjects whose recommendations on research were adopted by the US Department "Our extensive evaluations at the end of the practicum reveal that each student changed his or her mind about significant medical ethical issues in one third of the cases listed. The reason cited in every case of a changed point of view is that a more thorough understanding of the clinical setting leads to this change. Furthermore, students spontaneously cite objections to most of the literature on medical ethics issues as lacking specificity and as being of little or no help.
